The object of this paper is to bring before the Society some considerations in regard to the anatomy, physiology, and pathology ?f the tonsils, and to give an account of a comparatively recent improvement in our operative procedure for the removal of these structures?an improvement for which we are indebted to the United States of America.
Anatomy
These structures are two superficially placed almond-shaped lymphatic glands, which lie between the faucial pillars. They consist essentially of three elements?(i) a fibrous tissue capsule ;
(2) lymphoid tissue ; (3) mucous membrane (Fig. 5 ). They may be described as having two surfaces (internal and external), two borders (anterior and posterior), and two poles (upper and lower).
In the submerged variety of tonsils (Figs. 4 and 9) , with which this paper mainly deals, the internal surjace has two parts?I. Below the level of the opening of the supra-tonsillar fossa this surface is covered by squamous epithelium, continuous with that lining the fliouth and pharj'nx. The (Fig. 4) .
The external surface is completely covered by the capsule, and lies in close relationship to the superior constrictor muscle. In order to understand the capsule of the tonsil we must refer for a moment to the muscles and fascia of the pharynx. The The anterior border of the tonsil lies in contact with the anterior pillar of the fauces, which is composed of the palato-glossus muscle with its covering of mucous membrane, and the posterior border is in contact with the posterior pillar containing the palatopharyngeus. On the outer surface of the capsule, at its lower part, some of the fibres of these muscles interlace, and are joined by fibres from the superior constrictor ; at this point, therefore, the fibres of these three muscles are attached to the lower part of the outer surface of the tonsil capsule (Fig. 2) .
Below the lower pole of the tonsil lies the base of the tongue, and the lymphoid tissue of the tonsil is prolonged over this region, forming the so-called lingual tonsil. The The tonsil is still attached below and behind. (Fig. 10) (Fig. n) , and one realises that the part covered by epithelium, and usually spoken of as " the tonsil," really comprises little more than one-third of the whole structure ; in fact the first impression one obtains is that one is about to remove the lateral part of the soft palate. The difference between the guillotine operation and enucleation lies in the fact that, in the first case, one can only remove that part of the tonsil which can be forced internal to a line joining the pillars, whereas in the process of enucleation one dissects out the upper pole of the tonsil from its bed and removes the entire structure. One now commences to clip with the blunt-pointed scissors through the plica triangularis just internal to the anterior pillar, beginning beloW and passing upwards (Fig. 12) (Fig. 13) swab out the blood which accumulates in the pharynx, while the anaesthetist uses the tongue depressor and steadies the patient's head. The gag is inserted and opened, and the left tonsil is dealt with as described above. As a rule, after the removal of the first tonsil the patient is beginning to come out of the anaesthetic ; accordingly a small sponge rung out of hydrogen peroxide and held in a long sponge-holder is firmly inserted into the cavity left by the removal of the first tonsil, the mouth gag is closed but not removed, the patient is turned over almost on to his face and more chloroform is given. When the patient is again "under" the head is lowered, the gag opened, the sponge removed, the pharynx swabbed clean, and the right tonsil dealt with as above described.
Ajter-Treatment.?The patient should be kept in bed for at least one day, and should avoid speaking as much as possible ; he should rinse out his mouth frequently with boric lotion, phenol sodique, or some other mouth wash. Children who cannot or will not use mouth washes may be allowed to suck lozenges containing formalin. The large cavity left between the pillars (Fig. i5) usually fills with blood clot within a few hours of the operation, and this clot may still be seen on the second day, towards the end of Which it usually comes away, and the raw surface is thereafter covered by a greyish-white membrane, which must be mistaken for diphtheria. There 
